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Introduction
It is projected that 60% of the world's population will be classified as either overweight or obese by 2030 [1] . This predicts obesity to be the largest chronic health problem globally. Currently, the Cook Islands have the highest prevalence of obesity at 46.6%, the USA is ranked twelfth with prevalence at 32.6% and the UK is ranked with the world's 23rd highest prevalence at 26.9% [2] .
The World Health Organisation, in its global strategy on diet, physical activity and health has recommended further exploration into the role of religious communities to tackle obesity through faith-based weight management programmes. Not only do these tap into existing social structures, but also, through mobilising the voluntary workforce and promoting self-management, they are potentially very cost effective [3] . Evidence suggests holistic approaches that include a religious element are
•
To determine how feasible it is to evaluate Taste & See within a UK church setting in preparation for developing a randomised controlled trial (RCT).
To investigate change in physical, psychological and spiritual well-being in participants pre-and post-programme, and at six-month follow-up.
• To assess change in eating behaviour, nutritional intake and physical activity pre-and post-programme, and at six-month follow-up.
To explore participant acceptability (fully reported elsewhere) and the facilitators' experiences in delivering the intervention.
Methods
Methods are summarised here and full details are available in our protocol paper [15] .
Design
This study used a one-group pretest-posttest design. Participants attended a total of 12 weekly 90-min sessions over a three-month period, of which ten sessions contained the main programme content and one session either side of this was solely for data collection. Participants were followed up at the end of the programme and then again at six months post-intervention (nine months from baseline) to investigate change in physical, psychological, and spiritual well-being.
Setting
This study was run within a UK Baptist church. Participants were recruited through adverts, announcements and word of mouth both within the congregation and the wider community. While this intervention incorporates Christian beliefs, it is not exclusively for Christians. Anyone interested, regardless of their beliefs, may take part. We are particularly interested in the relevance of this programme to those who do not attend church, as many who affiliate themselves to the Christian religion in England do not attend church regularly [16] . We are also interested in the relevance of this to those who are not Christian, as evidence suggests those who are not religious may still be interested in taking part in a programme based on Christian principles [17] . In addition, many people, from other faiths and none, attend churches for community events [18] , so we do not want to exclude them from participating should they wish to.
Participants
A total of 18 participants between March 2015 and April 2015 were recruited and enrolled into the feasibility trial as one cohort. In order to be eligible to take part in the study, participants had to be aged 18 years or over, and have a BMI greater than 25 kg/m 2 . Participants who had a BMI between 18.5 and 25 kg/m 2 were asked to complete the Three Factor Eating Questionnaire (TFEQ-R21) [19] ; only those who had scores above the minimum threshold were eligible to participate. The TFEQ-R21 scale covers three eating domains: uncontrolled eating (UE), cognitive restraint (CR) and emotional eating (EE). The questionnaire is a 21-item validated measure whereby a percentage score (transformed from raw scores above 9 (UE), 6 (CR) and 6 (EE) indicate that some elements of problematic eating are likely) [20] . The TFEQ-R21 is a reliable and established tool to measure these three domains of eating [19] ; it is sensitive to change and has therefore been used in many interventions to measure changes in these outcomes [21] [22] [23] .
Participants were not eligible to participate if they were pregnant, suffering from any medical condition in which weight loss is contradicted, such as receiving chemotherapy, or currently losing weight, intentionally or unintentionally, at a rate of 2 kg or more in the last four weeks. "Of our 18 participants, 15 participants had a BMI greater than 25 kg/m 2 with mean (SD) UE, CR, EE scores of 57 (19) , 29 (20) , and 67 (23) respectively. Three participants had a BMI between 18.5 and 25 kg/m 2 with mean UE, CR, EE scores of 50 (20) , 50 (28) and 43 (19) respectively."
Facilitators
Three facilitators volunteered to deliver the intervention. One facilitator was a church minister of pastoral care and two facilitators were school teachers by profession. Each of the facilitators had good interpersonal and leadership skills. This was evidenced by their own professional training and by previous volunteer work within the church, particularly with respect to facilitating small groups. None of the lay facilitators had a healthcare background and their experience in dealing with people who had significant weight and food issues was limited. The lay facilitators were taught about programme content, the importance of listening and supporting participants' own behaviour change solutions rather than providing advice, and when to signpost individuals to healthcare professionals (further details on training provided is in the protocol paper) [15] . The study dietitian/principal investigator (DL), supported by RP demonstrated initial sessions and facilitators took on more responsibility for delivery as the programme progressed. These researchers were available during the rest of the programme to support facilitators and check fidelity through observation.
Ethical Approval
Ethical approval was provided by Coventry University Research Ethics Committee.
Intervention
The Taste & See programme consists of ten 90-min weekly sessions which take participants on a journey from identifying problematic eating behaviours and attitudes to begin making changes (See Table 1 ). Each week, there is a theme and the following elements are included:
• Scientific content of evidence-based dietetic practice, • Activities designed for discussion in small groups of 3-4 participants to consider the application of these dietetic principles in their own lives, • Biblical view on the issues raised, • Opportunity, without obligation, to respond individually to spiritual content if participants wish to do so, • Activity for the week to practice making health behaviour changes, • Daily Bible reading and prayer material for those who want to engage with this.
Outcomes
Response to adverts and attendance rates were recorded. Demographic details of the participants were taken at baseline. The following measures were taken at baseline, at the end of the three-month intervention and at six months post-intervention (nine months from baseline):
• Anthropometric measures of height, weight, BMI, percentage body fat and blood pressure, • Psychological measures of mental well-being as measured by the Warwick-Edinburgh Mental Well-Being Scale (WEMWBS) [24] , anxiety as measured by Generalised Anxiety Disorder (GAD-7) [25] and depression as measured by the Patient Health Questionnaire (PHQ-9) [26] .
• Health-Related Quality of Life was measured by the five dimensions (mobility, self-care, usual activities, pain/discomfort and anxiety/depression) and the Quality of Life-Visual Analogue Scale (QoL-VAS) as measured by the European Quality of Life-5-Dimensions-5-Levels (EQ-5D-5L) [27] .
• Eating domains as measured by the TFEQ-R21 [19] , and the revised intuitive eating scale (second edition) (IES-2) [12] .
• Spiritual well-being as measured by the Spiritual Well-Being Scale (SWBS) [28, 29] .
• Religious well-being as measured by avoidant and anxious Attachment To God (ATG) [30] , and religious love as measured by the Sorkin Multidimensional Inventory of Love Experience (SMILE) [31] .
• Physical activity as measured by the Stanford seven-day physical activity recall [32] .
• Nutritional intake as measured by a seven-day food diary. Data on participant acceptability and engagement was collected using short semi-structured face-to-face interviews; full details are reported here [33] . Facilitator acceptability was measured qualitatively by focus groups and short semi-structured face-to-face interviews. Focus groups and interviews were audio recorded and lasted approximately 30 min.
Sample Size
As this is a feasibility study, we aimed to recruit at least ten participants to test the practicality of recruiting for and running this trial within a church and to determine effect sizes of outcomes [14] . A sample size of 10 would also provide 80% power at an alpha level of 0.05 in order to detect a large difference in the weight loss outcome (5 kg (SD = 5) at a rate of 0.5 kg per week).
Data Analysis
Response rates, attrition rates and change in clinical, psychological and spiritual measures were presented descriptively. Data were analysed on an Intention-To-Treat (ITT) basis, missing data was conservatively inputted using Baseline Observation Carried Forward (BOCF). A repeated measures ANOVA was performed to test for significant differences in outcome variables from baseline to three months and nine months (six-month follow-up). There was insufficient data available to do a robust regression analysis on the association between variables.
Interview and focus group data were transcribed verbatim. Transcripts were analysed using thematic analysis as outlined by Braune and Clarke [34] . Each transcript was analysed separately, and coded deductively at a semantic level, the researcher adopted a realist approach, where the facilitators' experiences were taken at face value, as it was assumed that they were reporting the truth about their experiences of facilitating the programme. The coding process progressed by moving back and forth across the data set in an iterative process where comparisons were made between codes and phrases. Those with similar context or concepts were grouped together. Peer review was also performed by two of the co-authors (DL and AT) of the study who agreed with the themes that were developed. RP also had frequent discussions with DL, to ensure that the data interpretation was credible, valid and shared. Nvivo 10 (Qualitative Solutions and Research International, Victoria, Australia) data management software was used to organize and manage the data.
Results

Participant Retention
Participants were recruited between March 2015 and April 2015. The majority of the sample was recruited from the church (15), with one participant responding to the community advert and two participants recruited through word of mouth. A total of 18 participants took part, one participant was lost to follow-up at three months, and so data was collected on 17 participants in July 2015. At the six-month follow-up (February 2016), (nine months from baseline), three participants were lost to follow-up and so data was collected on 15 participants. Intention-To-Treat (ITT) analysis was carried out at both time points; missing data was inputted using Baseline Observation Carried Forward (BOCF) (Figure 1 ). Attendance at individual sessions declined as the intervention progressed; however, missing one session did not mean that people did not return to the programme as attendance peaked and troughed ( Figure 2 ). At follow-up, participants identified that reasons for non-attendance of specific weeks were prior work commitments, caring for a family member and pre-booked holidays. Attendance at individual sessions declined as the intervention progressed; however, missing one session did not mean that people did not return to the programme as attendance peaked and troughed ( Figure 2 ). At follow-up, participants identified that reasons for non-attendance of specific weeks were prior work commitments, caring for a family member and pre-booked holidays. Attendance at individual sessions declined as the intervention progressed; however, missing one session did not mean that people did not return to the programme as attendance peaked and troughed ( Figure 2 ). At follow-up, participants identified that reasons for non-attendance of specific weeks were prior work commitments, caring for a family member and pre-booked holidays. 
Participant Demographic Details
The participants were predominantly white females, who were Christian, with a BMI in the obese category with a mean age of 47 (Table 2) . 
Changes in Outcomes from Baseline to End of Intervention
At the end of the intervention there was a significant increase in Quality of Life-Visual Analogue Scale (QoL-VAS), cognitive restrained eating, mental well-being and the intuitive eating dimensions of eating for physical rather than emotional reasons and reliance on hunger cues. There were also significant decreases in EQ-5D-5L pain/discomfort, BMI, uncontrolled eating, emotional eating and anxiety. There was a mean reduction in weight, energy intake, total fat and saturated fat intake. There was a mean increase in spiritual well-being, although these were not statistically significant. There was a negligible mean change in all other variables (Table 3) .
Sustained and Un-Sustained Changes in Outcomes at Follow-Up
From the end of the intervention to nine months from baseline, there were no statistically significant changes in the participants' scores on any variables. However, there was an important amount of weight regain and BMI increase, with a corresponding increase in energy intake to support this. Therefore, change at nine months from baseline showed a negligible reduction in weight and energy intake than at the end of intervention. However, dietary macronutrient composition showed that although total energy intake had returned to baseline levels, this increase in energy came from polysaccharides and protein, while total fat, saturated fat and sugar intake was further reduced during this time period, thereby indicating positive ongoing dietary change after the end of the intervention even though these values did not reach statistical significance.
Between the end of intervention and nine months after baseline, there was a partial reversal in the improvement in mean scores of uncontrolled eating, emotional eating, cognitive restrained eating, anxiety, depression, mental well-being and spiritual well-being. Nonetheless, the figures for uncontrolled eating, emotional eating, mental well-being and anxiety were still significantly improved, at this time point, in comparison to their baseline values.
The significant improvements in intuitive eating behavior seen at the end of the intervention were virtually unchanged during the following six months, such that the same significant improvements as at the end of the intervention were sustained nine months after baseline (Table 3) . Note: * p < 0.05.
Facilitator Feasibility and Acceptability
Following close engagement with the data, two superordinate themes were identified: 'Facilitating the group was not always easy' and 'Developing more thorough training resources.' All superordinate themes encapsulate subthemes which were developed from coding the data (Table 4) . Sub-themes are illustrated with extracts from the transcripts as shown below.
Theme 1: Facilitating the Group Was Not Always Easy
All facilitators had previous experience facilitating and felt they had an understanding about what facilitating involved. However, facilitators felt that their ability to transfer this facilitation experience to the Taste & See context was limited and, as a result, struggled at times throughout the programme. Facilitators' struggles were captured through the following two subthemes. Some of the facilitators on the programme also engaged with the materials as a participant. This created dissonance in the way they fulfilled the role of a facilitator, as balancing the two roles was not always easily achieved and it became hard to remain objective. This particular challenge again may have stemmed from not having a clear definition of the facilitator role. One of the most dominant discourses that persisted throughout the facilitator interviews were around the need for thorough training resources. This particular theme closely coincides with the first theme, as along with needing to clarify the role of the facilitator, facilitators highlighted different training needs during their interviews. The data for this theme has been presented through three sub-themes.
Subtheme 1: Managing difficult and dominant group members:
One of the key training needs that facilitators identified was around managing difficult and dominant group members. The majority of the facilitators identified that they had individuals in their groups who took over the discussions, leaving little time for others to speak. "I was just thinking earlier about some difficult people. There was a difficult person in my group who I [found] difficult to manage because they weren't allowing other people to speak. I really had to put in some more tactics for that group, but perhaps that goes back to the initial facilitators training."
[Extract 6, Facilitator 1]
Subtheme 2: Being more prepared for the range of issues that arise.
None of the lay facilitators had any clinical experience; as a result, they were surprised and not expecting the range of issues that came up during sessions (i.e., complexity of emotional eating, the extent of negative psychological issues associated with food). Consequently, facilitators felt they needed to be better prepared for the range of issues they could encounter. "I didn't think people were going to have such massive issues. I thought it was basically well, just stop eating so much . . . but I've discovered it's more complicated than that." Related to this, facilitators also acknowledged the importance of staying non-judgemental, and being sensitive to participants but at times they found it difficult to achieve. "I think one of the challenges is staying completely non-judgemental, even if you think you're [not] judging it's easy to say something that someone else can then feel they're being judged."
[Extract 10, Facilitator 3] Facilitators identified that they were consistently remaining mindful of what they were saying, but this was still an area they felt they wanted more support with.
Participants' Experience and Engagement
A full evaluation of participants' experience of the Taste & See programme is reported elsewhere [33] and summarized briefly here. For most of the participants, the idea of bringing God into their eating was not something they had previously considered despite experiencing considerable struggles with their weight. Participants identified that engaging with the spiritual content of the intervention took them on a journey towards accepting God's help, using their faith as a resource and learning to love themselves the way God loves them. The latter part of the journey in particular formed an important foundation for changing motives to manage their weight post-intervention. Participants found exploring other reasons to eat and how to challenge these behaviours, particularly in terms of listening to feelings of hunger and fullness as important. Participants expressed concerns about eating freely mainly relating to fears of weight gain and were surprised with the weight loss they achieved. The freedom element helped participants experience release from guilt associated with food and eating. Participants identified that there were a number of benefits to being in smaller groups which included building rapports and developing solidarity through sharing own experiences with one another. However, for some participants, being in groups with individuals who had deeper emotional issues that dominated discussions was at times unhelpful for their own journeys. This finding is particularly noteworthy as it mirrors some of the aspects facilitators raised. Facilitators identified that there were times when they had to work hard to avoid discussion being centered around a few individuals with deep problems, and ensure everyone in the group had a chance to discuss their own experiences.
Discussion
Summary of Results
The present study found that it was feasible to recruit 18 participants over a period of two weeks. It was also feasible to deliver and evaluate this programme in a church setting. The recruitment process of the study found that face-to-face recruitment through the church was the most effective strategy. Attendance during the programme declined over time, with reasons for non-attendance being reported as previous evening commitments and booked holidays. Only one participant was lost to follow-up at the end of the intervention (three months from baseline); at nine months (six-month follow-up), only three participants were lost to follow-up, thus demonstrating good participant retention. Where follow-up data could not be collected, an Intention-To-Treat analysis (ITT) was performed using Baseline Observation Carried Forward (BOCF) at both time points.
At the end of the intervention (three months from baseline); there were significant increases in mental well-being, cognitive restrained eating, QOL-VAS and the intuitive eating dimensions of eating for physical rather than emotional reasons and reliance on hunger cues. There were also significant decreases in EQ-5D5L pain/discomfort, BMI, uncontrolled eating, emotional eating, anxiety and depression. There was a mean reduction in energy intake, total fat, saturated fat and there was a mean increase in spiritual well-being, although these were not statistically significant. Between the end of the intervention and six-month follow-up, there were no statistically significant changes. However, while mean change in weight and BMI returned to baseline levels, mean change in uncontrolled eating, emotional eating, mental well-being and anxiety remained statistically improved from baseline. Although total energy intake had returned to baseline levels, this increase in energy came from polysaccharides and protein, while total fat, saturated fat and sugar intake was further reduced during this time period, thereby indicating positive ongoing dietary change after the end of the intervention even though these values did not reach statistical significance. The significant improvements in intuitive eating behavior seen at the end of the intervention were virtually unchanged during the following six months, such that the same significant improvements as at the end of the intervention were sustained nine months after baseline.
It was also feasible to recruit and train non-clinical facilitators. Qualitative data around their experiences were captured through two master themes 'Facilitating the group was not always easy' and 'Developing more thorough training resources.' Facilitators were able to facilitate the programme adequately; their experience showed that there were challenges around understanding the role of the facilitator, balancing facilitator/participant identity, managing participants in the group setting and a need for more advice around the discussions they can expect to arise. Facilitators requested the need for more training around these issues; this will be addressed and incorporated into the training resources for the planned randomised controlled trial.
For most of the participants, the idea of bringing God into their eating was not something they had previously considered despite experiencing considerable struggles with their weight. Participants identified that engaging with the spiritual content of the intervention took them on a journey towards accepting God's help, using their faith as a resource and learning to love themselves the way God loves them. These findings begin to illuminate the quantitative findings of decreases in avoidant and anxious attachment style with God and increases in spiritual well-being, and body-food choice congruence. Participants found exploring other reasons to eat and how to challenge these behaviours-particularly in terms of listening to feelings of hunger and fullness-to be important; this may explain the increases in intuitive eating, and decreases in emotional, and uncontrollable eating. Participants' release from guilt associated with food and eating as they began to eat freely may explain increased scores in mental well-being and decreased scores in depression and anxiety. Participants identified that there were a number of benefits to being in smaller groups which included building rapports and developing solidarity through sharing own experiences with one another. However, for some participants, being in groups with individuals who had deeper emotional issues was at times unhelpful as they felt those deeper issues dominated discussions.
Strengths of the Study
This study is unique in a number of ways; to our knowledge, Taste & See is the first programme to incorporate both Christian Spirituality and intuitive eating principles into a weight management programme, and the first to be trialed within a UK Church setting. This small pre-and post-study was adequate to show the feasibility of evaluating this programme within a church setting and gain information of likely mean change and standard deviation of outcome variables to inform a randomised controlled trial. In addition, because of the effect size of some of these changes, we have been able to run an analysis on our data, which suggests beneficial effects which are worth further exploration. To detect change in all our variables, we used standardised and validated measures which have been previously validated for this purpose.
Limitations of the Study
Although adequate to test feasibility, the nature of the study design and the small sample size means that only limited conclusions can be drawn from our data analysis. There was no control group to allow for testing of comparative effectiveness. We only observed improvement over time while participants underwent the intervention; without a randomised control group we cannot prove our results were due to the intervention and not due to a 'placebo effect' or, more specifically in this situation, the effect of time and raised awareness or other confounding factors. Our sample size was also too small to provide precise estimates of outcomes as shown by the wide confidence intervals.
Despite using tried and tested methods, some participants reported difficulty completing some questions which may have led to a degree of inaccuracy. Not all data was available at follow-up, although we conservatively used BOCF to replace missing values. Improvements in the mean scores of outcomes were still seen.
Additionally, underreporting of energy intake is well known in populations who struggle with weight control [35] . However our values did not fall below the cut-off for implausibility as determined by the validated Goldberg cut-offs [36] . Underreporting is a consistent phenomenon and so is unlikely to be responsible for the changes in dietary intake that we observed over time. Indeed, the change we observed in energy intake over time was in line with expected values for the degree of weight change observed.
Our results so far would be poorly generalisable, not only in light of our small sample size but because our sample demographics were relatively homogeneous in that most of the sample participants were Christian, had degree-level education status, female, and White in ethnicity. Taste & See-was also only tested in one church, and so whether this type of intervention would be acceptable across all Christian denomination churches needs to be investigated. In addition, there was high clinical variability among the sample in relation to eating behavior and BMI. As such, individuals' aims for the programme may have been different, and have led to a diluted effect in some of the outcomes. For example, not all individuals were seeking to lose weight, and so a lower mean weight loss across this sample, compared to that in weight-loss-focussed programmes, should not be taken as a lack of efficacy.
Consistency of Findings
The feasibility of conducting this type of programme within a church is consistent with findings from the US where pre-and post-studies of faith-based interventions [37] [38] [39] , as well as RCTs [40, 41] have been successfully conducted. We reported on many outcome variables, though the most consistently reported outcome in other faith-based weight management programmes is weight.
In our study, participants lost a mean of 1.6 kg at three months, and returned to baseline levels of weight at nine months after baseline. In comparison to other intuitive eating programmes, our findings at three months are consistent with previous systematic review findings that have shown that participants who learn to eat intuitively achieve significant decreases in weight and body mass index [10, 42] .
More specifically, the magnitude of the weight loss we observed at three months is consistent with 1.4 kg weight loss seen for intuitive eaters previously at the end of a 14-week intervention in comparison to the social support group and waiting list control group who lost 0.6 kg and 0.4 kg respectively post-intervention [43] . However, other studies have reported greater weight loss; 7.9 kg [44] ; 3.1 kg, [45] ; 4.9 kg [46] ; or no weight loss at all [47] [48] [49] at this time point. While some studies have shown that this weight loss is maintained at one year in intuitive eating interventions [50, 51] , we did not find weight loss maintenance at nine months from baseline; however, we do not know whether weight loss would have followed and been evident one year after baseline in our study, particularly because our six-month follow-up period fell during the winter months, and so seasonal variations in weight change may have accounted for some weight regain. Longitudinal prospective study evidence found a small statistical significant increase of 0.48 kg in body weight during the winter amongst a sample of 593 predominantly overweight participants, which was attributed to an increased caloric intake of 86 kcal a day across the sample during the winter season [52] .
When our results of weight change at three months are compared to other weight management faith-based interventions, the magnitude of weight loss was less; Yeary et al. [38] reported an average weight loss of 2.3 kg from baseline to four months, and another study demonstrated an average weight loss of 3.3 kg at six months [53] .
However, all of the faith-based weight management interventions tested so far have been focussed on weight loss targets using conventional principals of dieting [37, 54, 55] , and not on an intuitive eating approach like ours. When dieting and intuitive eating programmes are compared, greater short-term weight loss is seen with dieting, although the sustainability of this is questionable [43, 56] .
In addition, we may have observed lower rates of weight loss as a result of not everyone being able to attend the entire programme. Yeary et al. [38] identified a dose effect relationship of their faith-based intervention, where participants who engaged with the programme more experienced greater weight loss average (4.4 kg) than those who were less engaged (0.29 kg).
An unexpected result from our study was the significant increase in cognitive restrained eating as measured by the TFEQ-21 which was maintained at nine months from baseline. A central premise of intuitive eating is to encourage unconditional permission to eat, and so a reduction in this variable is expected [11, 12] and has previously been found [57] . Although we taught intuitive eating in our programme, we also discussed freedom within the context of responsibility and encouraged participants to adjust to behaviours which were most helpful to them individually; in this way, we did not prohibit dietary restriction. We know from interviewing participants that some people became less restrained in their eating but others identified specific areas in which they chose to exercise more restraint than they had done previously and this may have explained the increase we found. Also, in more mindfulness-based programmes, both for weight loss [58] and binge-eating disorder [59] , an increase in cognitive restrained eating associated with successful outcomes has been seen.
As expected, we saw improvements in various measures of mental health and well-being associated with improvements in other areas of mental health, such as anxiety and depression. Improvements in mental health and quality of life measures, like those seen in our study, is consistent with improvements in other intuitive eating programmes [41] , but few faith-based studies have reported on these outcomes.
We also saw an improvement in relationship with God, as measured by less avoidant attachment and anxious attachment to God. Cross-sectional evidence has suggested that a secure attachment style with God is associated with reduced psychological symptoms [60] . Less well studied is the association between a relationship with God and eating behaviours, a previous cross-sectional study found intuitive eating negatively correlates with anxious attachment to God in college women [61] . Prospective longitudinal study evidence further suggests that a secure relationship with God serves as a protective role against thin ideals, and that women who have a secure attachment with God are suggested to be more satisfied with their bodies and diet less frequently [62] .
Conclusions and Implications
Our findings suggest that a complex intervention designed to address spiritual and religious needs as well as physical and psychological health needs in those who are overweight or have an unhealthy relationship with food is feasible to deliver and evaluate in a UK church setting. It suggests improvements in weight and psychological variables. The feasibility study begins to give some insights into what can be achieved from a 10-to 12-week Christian, church-based, healthy intuitive-eating programme. Addressing spiritual and religious needs within weight management is a promising approach that requires further investigation. This feasibility trial has provided a rich level of evaluation which has been used to improve the intervention design and evaluation process. The implication of an intervention of this nature is that the holistic nature begins to address issues that conventional weight management programmes do not tackle. Addressing the underlying issues with problematic and overeating behaviours is an important factor that is often overlooked. A larger randomised controlled trial is thus required to assess the efficacy of this intervention.
